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Bladder cancer (BC) patients are the most comorbid we
encounter in urologic practice. In addition to medical
comorbidities, there is emerging evidence that these
patients also have significant psychiatric comorbidities,
which may be present before BC diagnosis or develop
subsequently [1]. To assess the influence of premorbid
mental illness (MI), Sathianathen and colleagues [2] used
the Surveillance, Epidemiology, and End-Results (SEER)-
Medicare database to assess patterns of care and survival
outcomes among patients diagnosed with BC with a pre-
existing MI, as reported in this issue of European Urology
Focus. Among 66 476 patients, 6.7% had a pre-existing MI.
These patients experienced worse management and had
inferior outcomes throughout the disease process: they had
worse disease at presentation, suggesting diagnostic delays;
were less likely to receive curative treatment or neoadju-
vant chemotherapy (NAC) for muscle-invasive BC (MIBC);
experienced significant delays in receipt of radical cystec-
tomy (RC); and had higher risk of cancer-specific mortality
(CSM) and all-cause mortality (ACM).

In this study, BC patients with pre-existing depression
were more likely to present with metastatic disease (odds
ratio 1.17, 95% confidence interval [CI] 1.0–1.36) compared
to those with no MI. This is in line with previous work from
Western Australia noting that the proportion of cancer with
metastases at presentation was significantly higher among
psychiatric patients (7.1%, 95% CI 6.5–7.8%) than in the
general population (6.1%, 95% CI 6.0–6.2%) [3]. According
to Sathianathen et al [2], not only were patients with MIBC
and MI less likely to receive RC or NAC but the mean time to
RC from the date of diagnosis was also lower for patients
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with severe MI than for those without MI (1.5 vs 3.9 mo;
p < 0.001). Furthermore, the delay in RC was also prolonged
for those with anxiety (4.3 mo) and anxiety/depression
(3.2 mo). From previous work by Gore et al [4] we know
that compared to those undergoing RC within 4–8 wk, there
was a significant increase in CSM (hazard ratio [HR] 2.0) for
those experiencing a delay of 12–24 wk, a category to which
nearly every patient with MI in this study belonged.

The finding of worse CSM (HR 1.35, 95% CI 1.14–1.61) and
ACM (HR 1.69, 95% CI 1.54–1.84) among patients with BC
and MI in this SEER-Medicare study was recently confirmed
by work we carried out using a comprehensive, population-
based sample from Ontario, Canada [5]. Among
29 884 patients with BC, compared to patients with no
psychiatric care in the 5 yr before a BC diagnosis, those
with prediagnosis psychiatric care utilization had worse
CSM with increasing intensity of psychiatric care: outpa-
tient psychiatric care, HR 1.09 (95% CI 1.03–1.14); psychiatric
emergency department evaluation, HR 1.29 (95% CI 1.02–
1.64); and inpatient psychiatric admission, HR 2.18 (95% CI
1.62–2.93). Similar results were noted for evaluation of
ACM. In fact, among ten solid organ malignancies assessed,
along with colorectal cancer, the effect of prediagnosis
psychiatric care utilization on CSM and ACM was more
profound among patients with BC.

Suicide awareness in the general population has recently
improved with the help of media attention and several
initiatives encouraging individuals at risk to seek appropri-
ate help. Although suicidality may affect any age and gender,
patients with BC (typically older, white, sometimes
widowed men) are particularly at risk. Previous work using
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the SEER database suggested that the risk of suicide among
BC patients is nearly three times higher than in the general
population and more than six times higher for men [6]. Fur-
thermore, unmarried BC patients (vs married: HR 1.74) and
Caucasians (vs Black: HR 2.22) are more likely to die of
suicide [7]. However, the nature of the association between
BC diagnosis and suicide is unknown, as no studies to date
have accounted for psychiatric comorbidities.

So why do these patients with BC and MI do so poorly?
First, the stress from MI may result in biological changes
that portend worse cancer diagnosis and outcome. This
might be because of abnormalities in stress-related biologi-
cal systems that can affect the immune surveillance of
tumors [8]. Second, patients with psychiatric disorders
are more likely to engage in behaviors detrimental to their
health (ie, smoking and alcoholism [9]), which may impede
their ability to follow guideline-specific follow-up, leading
to worse outcomes. Alternatively, guideline-discordant care
may stem from physician- rather than patient-driven fac-
tors. These patients may be less likely to undergo appropri-
ate and timely diagnostic studies, such as cystoscopy for
hematuria, which delays diagnosis. Sathianathen et al [2]
demonstrated for the first time that patients with MIBC and
MI experience a delay in timely RC; this suggests that these
patients are probably marginalized and receive substan-
dard, non–guideline-specific care. Introspectively, perhaps
as clinicians we contribute to this disparity, as these
patients may be uncomfortable and/or difficult to manage.

Although prospective studies have been conducted to
assess the wellbeing of BC patients using validated quality-
of-life instruments (universally, quality of life is poor and
these patients are depressed) [1], the time for prospective
assertive intervention with rigorous assessment of efficacy
of these interventions is now. We have ample literature and
clinical intuition to understand that these are patients at
high risk of depression, anxiety, and suicidality who are
undergoing procedures that will affect how they look (eg,
stoma), feel (depressed, anxious), and perceive themselves
(eg, sexual dysfunction). Therefore, at our institution we are
developing a prospective program whereby every new BC
patient is screened by our psycho-oncology team as part of
our cancer survivorship model. Further intervention and
follow-up, if necessary, will be delineated by our psycho-
oncology providers. Ultimately, it is the responsibility of
everyone in the health care team (physicians, nurses, social
workers, stoma nurses, etc.) to work with BC patients,
especially those with MI, to ensure that treatments and
outcomes are optimized.
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